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in Thailand, the assessment of smoke-out
days in the Philippines, smoking prevalence
surveys in Hungary and Germany, and the
validation of face-to-face and telephone be-
havioral risk factor surveys in Colombia.
Some obstacles and possible aids to broaden
the scope of these training programs include
the following:

(1) The mission of some of the institutions
hosting the training programs, which were
often created with the sole purpose of aca-
demic research on infectious disease, may be
rather limited. In part as an outcome of the
establishment of TEPHINET programs, many
host institutions have rapidly incorporated
applied research and public health surveil-
lance into their mission, and have strength-
ened their links with public health services
and programs.

(2) Administrative barriers to funding
trainee positions in NCD or injury prevention
programs often exist. NCD programs could
play a more active role as stakeholders in
TEPHINET programs as current or future
employers of graduates, following the exam-
ples of other units (i.e., epidemiology, immu-
nization, food- and waterborne diseases, tu-
berculosis, HIV/STD programs) within
different countries’ ministries of health.

(3) Surveillance of NCDs or injuries often
does not provide practical training opportuni-
ties like those offered through the systematic
investigation of outbreaks of infectious dis-
eases. The design, systematic analysis, and
evaluation of behavioral risk factor surveil-
lance systems and data as outlined in the
World Health Organization’s STEPwise strat-
egy4 might provide some of these long-
awaited training opportunities in NCDs.

Given the role that TEPHINET programs
play in global public health surveillance and
response, I think they have a unique opportu-
nity and moral obligation to contribute to im-
proving public health by addressing infectious
disease. Broadening the focus of field epide-
miology and public health training will bene-
fit from such firm grounding on infectious dis-
ease surveillance and response.

Victor M. Cardenas, MD, PhD, MPH
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RECOGNITION OF OSTEOPOROSIS
SINCE 1997 

It was interesting to review the data from
Gehlbach, Fournier, and Bigelow in their arti-
cle “Recognition of Osteoporosis by Primary
Care Physicians.”1 The authors reviewed os-
teoporosis diagnosis data for a subsample of
white women aged 60 years and older using
National Ambulatory Medical Care Surveys
from 1993 through 1997. They found that
“[f]ewer than 2% of the women received di-
agnoses of osteoporosis or vertebral fracture,
although expected prevalence is 20% to
30%.”1

Since the enactment of the Balanced Bud-
get Act of 1997 (BBA97), Title IV, Section
4106, Medicare Part B provides for coverage
of medically necessary bone mass measure-
ments.2 Osteoporosis and vertebral fracture
are 2 of the 5 covered indications for cover-
age. It will be interesting to review follow-up
data since the 1997 survey to see if there has
been an increase in primary care physicians’
utilization of bone mass measurement testing
for women aged 65 years and older. The data
should be favorable since implementation of
BBA97.

Another interesting study would be to eval-
uate a subsample of men aged 65 years and
older. The national BBA97 policy appears to
be gender biased with respect to men. Men
who have established hypogonadism are at
risk for osteoporosis,3 but male hypogonad-
ism is not a covered indication for bone mass
measurement in the national Medicare pol-
icy.2 Data confirming this association could
support future expansion of Medicare cover-
age for hypogonadism.

Melissa Simon, RN, ADN
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SCIENTIFIC EVIDENCE SUPPORTS
ANTHRAX VACCINATION 

A commentary by Meryl Nass that describes
anthrax vaccination as unsafe and ineffective1

repeats assertions made by the author in pre-
vious settings,2-3 assertions that have been
considered and dismissed by multiple govern-
ment experts and civilian scientific commit-
tees.4-5 Critically, it neglects a recent review
by the Institute of Medicine (IOM) of the sci-
entific evidence for the safety and effective-
ness of this vaccine.4

Thoughtful readers will appreciate the
scrutiny applied by the IOM in its review. Not
surprisingly, the institute gives more weight to
cohort studies than to case reports. Regarding
the vaccine’s effectiveness, the IOM review
states,

. . . the available evidence from studies with
humans and animals, coupled with reasonable
assumptions of analogy, shows that AVA [an-
thrax vaccine adsorbed] as licensed is an effec-
tive vaccine for the protection of humans
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against anthrax, including inhalational anthrax,
caused by all known or plausible engineered
strains of B. anthracis.4(p10)

As to the safety of the anthrax vaccine, the
review has this to say:

The committee found no evidence that people
face an increased risk of experiencing life-
threatening or permanently disabling adverse
events immediately after receiving AVA, when
compared with the general population. Nor
did it find any convincing evidence that peo-
ple face elevated risk of developing adverse
health effects over the longer term, although
data are limited in this regard (as they are for
all vaccines).4(p2)

The Lancet quotes IOM Committee to As-
sess the Safety and Efficacy of the Anthrax
Vaccine chariman Brian Strom as saying, “If
we had a bias to begin with, it probably was
against the military. I felt we just had to turn
over the right stone and we’d find a smoking
gun out there. But we didn’t find it, and we
looked hard.”6

The commentary omits several useful facts.
Every lot of anthrax vaccine used in the
United States met US Food and Drug Admin-
istration (FDA) lot-release specifications, both
before and after the FDA’s January 2002 ap-
proval of the manufacturer’s renovations.4

The FDA quality-control requirements speci-
fied in 1999, before the anthrax vaccine
shortage developed, were the same require-
ments met in 2002.4 In addition, a May
2001 trial of an Air Force physician who dis-
obeyed his commanding officer by refusing
vaccination began with 1.5 days of testimony
by Nass, testimony that the judge eventually
ruled as having no material value to the jury.

Anthrax vaccine is a safe and effective vac-
cine, in the considered opinions of America’s
most accomplished scientists. The scientific
evidence to support this finding appears in
the IOM report for all to read.

George W. Weightman, MD
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NASS RESPONDS 

In September 2000 an earlier Institute of
Medicine (IOM) committee discussed the pau-
city of published data on the anthrax vaccine
and drew no conclusions about its long-term
safety.1 But the IOM committee referenced by
Weightman, funded by the Defense Depart-
ment, gave enthusiastic support to the an-
thrax vaccine,2 solely on the basis of contro-
versial, mostly unpublished military research.

This second IOM report completely ig-
nored the significant body of evidence relat-
ing anthrax vaccine to chronic diseases.3

Three additional 2002 papers have linked
anthrax vaccine to optic neuritis,4 joint prob-
lems,5 and Gulf War syndrome.6 Research
suggesting increased birth defects postvacci-
nation was ignored as well.7

Far from turning over every stone, the IOM
committee performed a review remarkable
only for its bias.8 For example, the IOM com-
pared “immediate onset” reaction rates from a
patient-initiated survey at Dover Air Force
Base9 with the results of an Army study, and
found them comparable in number and type,
validating the Dover study. The IOM report,
however, omitted the chronic illness rate fol-
lowing vaccination in the Dover study: over
29%.

Similarly, the report’s Appendix G lists di-
agnoses for which the incidence increased sig-
nificantly following vaccination. Identical ill-
nesses were reported to the US Food and

Drug Administration’s Vaccine Adverse Event
Reporting System, and many were noted in
the vaccine’s package insert.10 But the IOM
responded paradoxically. After noting that el-
evated rates of multiple sclerosis, diabetes,
Crohn’s disease, myocardial infarction, thyroid
cancer, and other diagnoses might be “signals
of a possible causal relationship” and “deserve
continued surveillance,” the report specifically
recommended against special surveillance for
long-term effects of anthrax vaccine.

My pretrial testimony at the court-martial
of CPT John Buck, MD, was supported by 65
exhibits, primarily government documents,
that proved the vaccine had never demon-
strated human safety or effectiveness, nor was
licensed for its current use. The military judge
refused to let the jury hear this evidence.

In contrast, a spring 2000 hearing before
Canada’s highest military judge led to the rul-
ing that mandating this vaccination consti-
tuted a violation of the Canadian Charter of
Rights and Freedoms.11 Consequently, Can-
ada no longer requires anthrax vaccinations
for its troops, whereas the US military has re-
sumed vaccinations, enforced with courts-
martial at which the evidence will never be
heard.

Furthermore, despite the Defense Depart-
ment’s continued denials, in May the Depart-
ment of Veterans’ Affairs made adverse reac-
tions from anthrax vaccine a compensable
cause of disability.

To correct Weightman’s final misstatement:
anthrax vaccine lots have been distributed in
the absence of Food and Drug Administration
approval. One vaccinated Canada’s defense
minister.12
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